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Caesareann section and trial of labour in Zimbabwe 

2.11 Introductio n on Zimbabwe 

Zimbabwee is a tropical land-locked country, situated in south-central Africa, enclosed by 

Mozambique,, Zambia, Botswana and South-Africa, with a size of 390,590 km . Dotted 

aroundd the country of Zimbabwe are paintings on rocks and cave walls, some of which date 

backk thirty thousand years. These paintings, which are still visible today, depict mythical 

creatures,, wild animals, hunting men and families in their camps. The artists who made these, 

weree known as the San; a late stone age hunter-gatherer people and in Western countries more 

oftenn referred to as "Bushmen". They relied on the plentiful wildgame, were nomadic and 

whenn necessary lived in caves (1). The first iron age people, the Bantu, are thought to have 

crossedd the Zambezi river from the north about two thousand years ago. The Bantu people are 

linkedd by a basic similarity of language, and it is thought that they originated in the Western 

Sudanicc areas of Africa, before moving to the other regions of Central, Eastern and Southern 

Africa.. From 400 AD the Shona, one of the Bantu people, settled in what is nowadays called 

Zimbabwe.. The Nguni, Tsonga, Sotho and Tswana moved further south into what is called 

todayy South-Africa and Botswana (2). The San were gradually expelled from their hunting 

areass and driven back to the deserts of the Kalahari in Botswana. 
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Figuree 2.1 Zimbabwe and its geographical position in Africa 
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Thee Shona brought the technology of the iron age. They organised agriculture, made 

largerr settlements, and metals like gold and copper were used for trading. These metals, 

togetherr with ivory, were exchanged for cloth and beads from India and Persia and even 

porcelainn from China. Around 1200 AD, trade flourished to such an extend that centres like 

"Greatt Zimbabwe" were erected. The ruins of Great Zimbabwe (Zimba=large house, -

bwe=stone)) are near the city of Masvingo. Great Zimbabwe, together with one of the dug up 

birdd sculptures, has become a national symbol. From 1500 onwards, the city of Great 

Zimbabwee fell into decay. A new invasion came from the South at the beginning of the 

nineteenthh century. In what is now called Natal, King Shaka Zulu built his imperium. Many 

tribess tried to escape from his power, and this is why, around 1830, the Ndebele people settled 

inn the South-western part of Zimbabwe, Matabele land. The Ndebele were a people of 

herdsmenn with a martial spirit; they subdued the Shona chiefs, living in Mashona land, and 

madee them pay taxes (1). 

Inn 1890, the whites moved in from South Africa under the leadership of Cecil Rhodes. 

Resistancee by the Ndebele king Lobengula was beaten down by superior fire-power of the 

Britishh invaders, and both the Shona and the Ndebele were subjected. After a second uprising 

inn 1896, the Shona and Ndebele were again defeated, resulting in the death penalty of many 

Shonaa leaders, while many Ndebele's managed to negotiate amnesty. Later, this uprising was 

referredd to as the first liberation war (the first chimurenga). 

Thee initial motive of the first European settlers was competition for land and natural 

resources.. Much of the fertile land was allocated to large-scale commercial farms and the 

peasantt population was displaced to less fertile lands. In 1930, the Land Apportionment Act 

allocatedd 50% of the land to 50,000 whites (3-5). In 1953, Zambia (North-Rhodesia), 

Zimbabwee (South-Rhodesia) and Malawi (Nyasaland) formed a federation. In 1964, Zambia 

andd Malawi became independent under black majority rule. The whites in South-Rhodesia 

refusedd a government based on "one-man-one-vote". After a referendum among whites, Ian 

Smithh declared Rhodesia independent on the 11th of November 1965, under a white minority 

regime.. This so called Unilateral Declaration of Independence (UDI) placed Rhodesia in 

isolationn and international sanctions of the United Nations were imposed upon Rhodesia. 

Gradually,, black opposition intensified and, after a guerrilla war (second chimurenga) with 

35,0000 casualties, Zimbabwe became independent on the 18 th of April 1980. Robert Mugabe 

becamee the first prime minister and, at the beginning of the new republic, tried to reconciliate 

thee whites, Shona and Ndebele. In 1983 and 1984, however, the Fifth Brigade of the national 

armyy killed and tortured many Ndebele people in Matabele land. In 1988, the political wings 
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off  Ndebele and Shona, the PF-ZAPU and ZANU-PF, were amalgamated to the United 

ZANU-PFF (Zimbabwe African National Union-Patriotic Front) (6). After 10 years of 

independence,, the transition of Rhodesia's white minority regime into a multiracial Zimbabwe 

seemedd to be a success. The land distribution between whites and blacks, however, had not 

beenn solved at independence. The new government of Zimbabwe bound herself to a 

constitutionall  agreement in which expropriation or nationalisation of land, other than under-

utilisedd land, for purposes of land reform was prohibited for a period of 10 years. 

Untill  the early 1990s, in a population of 10 million people, approximately 4,500 white 

farmerss owned 40% of the agricultural land, about 12 million hectares. Over six million other 

Zimbabweanss were still crowded in poverty on "communal areas" of poor soil and little 

rainfall.. Zimbabwe's struggle for Independence had promised the return of land to 

Zimbabweans.. Demographic indicators and percentages of the ethnic groups in Zimbabwe are 

presentedd in Table 2.1 and Table 2.2 respectively. The redistribution of land and the 

resettlementt of black farmers to the more fertile regions were far behind schedule. At 

independence,, it was agreed that land purchase could only take place according to a "willing-

buyerr willing-seller" condition in foreign currency. Even the "land acquisition act" of 1985, 

whichh made expropriation much easier, did not speed up land redistribution. In July 2000, 

Mugabee launched the "fast-track land reform programme". The target was to resettle 162,000 

familiess on five million hectares, owned by the white commercial farmers. Later, he increased 

hiss target to 8.3 million hectares. Since then, the situation in Zimbabwe has become 

increasinglyy unstable. Land seizures, intimidation and violence have been the result, seriously 

disruptingg agriculture on commercial farms. Inflation rose to 500% with unemployment above 

60%,, while foreign exchange reserves and exports were disappearing. In 2001, over 700,000 

Zimbabweanss faced severe food shortages in a country that was once called the granary of 

Africa!!  There was hope that the presidential elections of March 2002 might bring a change of 

leadership.. International observers declared the elections unfair, because of intimidation 

campaignss with brutal violence by Mugabe's ZANU-PF. Morgan Tsvangirai, the leader of the 

oppositionn party Movement for Democratic Change (MDC), was defeated (7). He was taken 

intoo custody for some time and charged with high treason. He was arrested again for 

organisingg national strikes and demonstrations, and after two weeks released on bail. By 

2003,, Mugabe's "land reform programme" had already resulted in a 90% decrease of food 

productionn by commercial farms. Nowadays, about half the population of Zimbabwe is 

dependentt on food-aid (8). 
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Tablee 2.1 Zimbabwe, demographic indicators (4;9-l2) 

Indicator s s 1980-85 5 1988 8 1999 9 2002 2 

Populationn size (millions) 

Populationn growth rate % 

Femalee lif e expectancy, years 

Malee life expectancy, years 

Crudee birth rate/1,000 

Crudee death rate/1,000 

Totall  fertility rate per woman 

HIV/AID SS prevalence rate %, (female/male) 

Maternall  mortality ratio per 100,000 

Childd mortality < 5 per 1,000, female/male 

58 8 

54 4 

47 7 

12 2 

9.1 1 

3.1 1 

42 2 

10 0 

140 0 137 7 

25 5 

11.3-13.1 1 

0.05-1.7 7 

37-42 2 

38-43 3 

25 5 

24 4 

5 5 

40/15* * 

610 0 

119/129 9 

'15-244 years 

Tablee 2.2 Ethnic groups in Zimbabwe (11) 

Ethnicc group 

Shona a 

Nbebele e 

Otherr African 

mixedd and Asian 

White e 

82 2 

14 4 

2 2 

1 1 

1 1 
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2.22 Mberengwa District 

2.2.11 Geography 

Mberengwaa District is an area in the most Southern part of the Midlands Province (Figure 

2.2).. It is a mountainous region with small plots of land pressed in between stone-covered 

hills.. Rainfall is unreliable with a mean annual fall of 400 - 600 mm per year. Approximately 

75%% of the district land area is communal land, 9% is resettlement area and the remaining 

16%% is privately owned farmland. The altitude of the land ranges from 600 to 1200 metres, the 

middlee veld of Zimbabwe. The hot rainy season is from November to March, followed by a 

transitionall  period til l mid-May with lower temperatures; the cool dry season lasts til l mid-

August,, followed by a hot dry season till November. The people of Mberengwa are among the 

poorestt of Zimbabwe despite the fact that their region is rich in minerals. Transnational 

companiess have been making profits on Mberengwa's minerals: zinc, iron ore, gold, asbestos, 

nickell  and emeralds. Only few of the local population are involved in these mining activities, 

whichh need a minimal labour force. The raw minerals are exported to other areas of the 

countryy or abroad (1). 

2.2.22 Demography 

Thee majority of the 183,000 inhabitants live on the 3,753 km2 of communal land, with a 

populationn density of 46 per km2. Many of them belong to the Karanga, a Shona population 

group,, who speak the ChiKaranga dialect, which is spoken by 27% of all Shona people in 

Zimbabwe.. Few of the inhabitants of Mberengwa, especially in the South-western part of the 

district,, belong to the Ndebele people (2). The population of the communal area of 

Mberengwaa consists of many children under five years of age, many female-headed 

householdss and an under representation of male adults (Table 2.3). 

2.2.33 Health Infrastructur e 

Fromm the early 1900s, the Evangelical Lutheran Church, formerly the Church of Sweden 

Mission,, colonised Mberengwa District and established several mission centres and sub-

centres.. In 1915, the first Swedish Sister came to Mnene; the first Swedish doctor came in 

1925;; the training of nurses started in 1941. Later, missionaries built clinics and hospitals at 

Musumee and Masase, and the Zimbabwe government developed hospitals at Mberengwa and 
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Tablee 2.3 Population breakdown in Mberengwa District (n=] 83,000) (J; 3) 

Subgroup p 

Childrenn under 1 year % 

Childrenn under 5 years % 

Womenn 15-49% 

Householdss headed by women % 

Householdd size in persons 

malee / female ratio adults 

3.8 8 

18 8 

21 1 

45 5 

5.6 6 

1/2 2 

ZIMBABW E E 
00 SO 190 km 

rr —-

Figuree 2.2 Zimbabwe and Mberengwa District 
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Jeka,, which were serviced by the district medical officer stationed at Mberengwa (Figure 2.3) 

(4).. In the first instance, most nurses and midwives were recruited in Sweden, but gradually 

locall  trained Zimbabweans replaced them. In 1994, Zimbabwean doctors succeeded the 

expatriatee medical staff. The running cost of the Mberengwa healthcare system, however, is 

stilll  partly dependant on donations from Sweden through the Evangelical Lutheran Church of 

Zimbabwee (ELCZ). At the moment, there are five hospitals in Mberengwa District; three 

hospitalss at Mnene, Musume and Masase are run by the ELCZ; two at Mberengwa and Jeka, 

aree directly under the Ministry of Health. In addition, there are 10 rural health centres and 10 

clinics.. Of the operating commercial mines, three have privately run clinics for their 

personnel. . 

U.mt t 

Districtt boundary 

Hospitall With MWH, but Without operahvr facilities 

MM Hospital with. MWH and with operative facJHe* 

]] Hospital without MWH and without operative facilit ies 

Figuree 2.3 Mberengwa District Health facilities 
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2.33 Maternit y waiting homes; still a corner-stone of safe motherhood? 

Thee most striking fact about maternal health in the world today is the extraordinary difference 

inn maternal death ratios between industrialised and developing countries. Of the estimated 

515,0000 maternal deaths world-wide each year, 273,000 take place in Africa, 217,000 in Asia, 

22,0000 in Latin America and the Caribbean, and less than 3,000 take place in the more 

developedd regions. In terms of the maternal mortality ratio (MMR), the world figure is 

estimatedd to be 400 per 100,000 live births. By region the MMR was highest in Africa 

(1,000),, followed by Asia (280), Oceania (260), Western Europe (14) and Northern America 

(111 per 100,000 live births) (1;2). The main causes of maternal deaths in low income 

countriess are summarised in Table 2.4. The tragedy is that most maternal deaths are 

avoidable,, if women could have access to lif e saving care. 

Tablee 2.4 Causes of maternal deaths in low income countries (3) 

Severee haemorrhage 25% 

Indirectt causes including anaemia, malaria, heart disease 20% 

Puerperall  sepsis 15% 

Unsafee abortion 13% 

Eclampsiaa 12% 

Obstructedd labour 8% 

Otherr direct causes including ectopic pregnancy, embolism, or 8% 

complicationss of anaesthesia 

Inn 1987, a call to action to reduce the appallingly high maternal mortality ratios was 

launchedd at the Safe Motherhood Conference of the World Health Organisation (WHO) in 

Nairobii  (4). The major goal was to reduce maternal mortality by half in one decade. The use 

off  maternity waiting homes (MWHs) was suggested to be an adequate answer to one of the 

majorr causes of maternal and perinatal death: poor access to hospitals, which results in a 

delaydelay of treating emergency childbirth complications. The purpose of MWHs is to provide a 

shelter,, near a hospital with essential obstetric facilities, where women can be accommodated 

duringg the final weeks of their pregnancy. At first, maternity waiting homes were intended for 

highh risk pregnant women (5). Several studies suggested that risk assessment should play a 

centrall  role in reducing maternal mortality (6-8). Based on the paradigm of risk assessment, 
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thee WHO identified four elements which are essential for a well functioning Maternity 

Waitingg Home (9): 

1.1. Definition of antenatal risk factors and selection of women staying at a MWH. 

2.2. The availability of a viable community health service for identifying women in need of 

referralreferral and community awareness in compliance with the referral indication. 

3.3. Skilled obstetric services, including emergency care. 

4.4. Community and cultural support. 

Inn the above concept of a MWH, which presupposes that it is possible to identify pregnancies 

thatt are likely to develop complications ("high risk pregnancies"), selection of women for 

referrall  to a MWH is important. Examples of high risk pregnancies, suggested to benefit from 

admissionn to a MWH, are the following (10): 

1.1. Malpresentation, e.g. breech and transverse lie. 

2.2. Poor obstetric history, e.g. previous stillbirth, previous early neonatal death, previous 

postpartumpostpartum haemorrhage, prolonged labour with vesico-vaginal fistula. 

3.3. Previous caesarean section or symphysiotomy. 

4.4. Multiple pregnancy. 

5.5. High pregnancy order. 

6.6. Age, adolescent or women beyond 35 years of age. 

7.7. Short stature. 

8.8. Malnutrition, anaemia. 

9.9. Hypertension/pre-eclampsia. 

Itt should be noted that on the one hand, high risk pregnancies often do not lead to 

complications,, and on the other hand, in initially low risk pregnancies unexpected 

complicationss may arise. Even in a low risk population, it is estimated that 20% of 

pregnanciess will result in complications which will need treatment at a facility providing 

essentiall  obstetric care (11). The essential treatments of obstetric care, as identified by the 

WHO,, are summarised in table 2.5. 
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Tablee 2.5 Components of essential obstetric care (3; 12) 

Parenterall  antibiotics, oxytocin and anti-convulsants 

Facilitiess for manual removal of the placenta 

Facilitiess for removal of retained products of conception 

Assistedd vaginal delivery: vacuum extraction 

Facilitiess for blood transfusion 

Facilitiess for caesarean section 

Selectionn of women with high risk pregnancies, who should be transferred to MWHs, 

hass never been very successful. In Tanzania for example, a study by Jahn et al. showed very 

poorr risk selection by health care workers; only risk factors like previous caesarean section 

andd first pregnancy lead to a marked selection towards health facilities with essential obstetric 

caree (13). Due to the fact that identifying "low" and "high" risk pregnancies is difficult, the 

safee motherhood initiative changed its priority towards "access to quality emergency obstetric 

care".. Training of traditional birth attendants and training of health care workers in risk 

assessmentt should go hand in hand with improving the accessibility of obstetric care. This 

policyy should increase the quality of supervision of birth; international organisations aim at 

85%% skilled attendance of births by 2015 (14). 

Itt is difficult to evaluate safe motherhood programmes. Often, maternal mortality 

ratioss are not very useful to monitor the effects of these programmes, because these ratios 

summarisee maternal health care over a 10 year period and are very unreliable. In order to 

assesss the success of safe motherhood programmes, other indicators than mortality ratios have 

beenn proposed by Unicef and the World Health Organisation. Suggested indicators of 

maternall  health care are: the number of facilities offering emergency obstetric care, the 

proportionn of deliveries attended by qualified personnel, the proportion of obstetric 

complicationss seen by obstetric emergency services, and the proportion of caesarean sections 

performedd among all births (15). In addition, De Brouwere introduced the "unmet obstetric 

need""  in order to assess maternal health care programmes. The difference, between the 

numberr of women in a population with an indication for a major obstetric intervention and the 

numberr of women who received that intervention, is the unmet need (16). 

Itt is not easy to prove that maternity waiting homes "work". Nevertheless, they 

improvee the accessibility of maternal health care in a certain area. In developing countries, 

Bulataoo et al. showed that access to maternity health services is a key indicator for maternal 

mortality.. Maternal health services in 49 countries were rated by experts in each country, 

78 8 



Caesareann section and trial of labour in Zimbabwe 

usingg an 81-item questionnaire. Links between these ratings and the maternal mortality ratios 

weree analysed. The ratings in this questionnaire measuring access to maternal health services, 

hadd a consistent effect on reducing maternal mortality. Stepwise logistic regression analysis 

indicatedd only two important predictors of maternal mortality ratios: per capita gross national 

productt and adequacy of access to maternal health services (17). This study supports the 

growingg opinion that reaching a health facility which can provide essential obstetric care is 

thee best tool in reducing maternal mortality. 

Relativelyy few data are known on the functioning of maternity waiting homes. The 

Africann studies on MWHs stem from Ethiopia, Zimbabwe and Zambia and show better 

pregnancyy outcomes among women making use of these homes. From Ghana, there is a 

reportedd failure of a MWH. The MWH was built far from a hospital, and emergency transport 

wass needed to travel to the main hospital where obstetric facilities were available. During 

twelvee months, only one woman stayed for one night at the MWH! This project lacked 

communityy support and clearly did not improve the accessibility of health care, and therefore 

wass doomed to fail (18). The successful studies are summarised in Table 2.6 (19-24). In all 

studiess perinatal and maternal mortality were lower among MWH users. Two studies, Poovan 

ett al. and van Lonkhuizen et al., reported that the majority of users consisted of high risk 

pregnantt women. Still, in the study by Poovan et al., the stillbirth rate was ten times higher in 

thee non-MWH users than in MWH users; many women in the non-MWH group were 

emergencyy admissions with severe complications. Results of these studies (Table 2.6) indicate 

thatt selection of high risk women, one of the criteria by the WHO at the start of the safe 

motherhoodd initiative in 1987, cannot be met by MWHs. However, maternity waiting homes 

shouldd not go out of favour, because they can still play a key role in improving the 

accessibilityy of emergency obstetric care for all pregnant women. 
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2.4.11 Abstract 

Objective e 

Too investigate the use and effectiveness of maternity waiting homes (MWHs) in rural 

Zimbabwe. . 

Method d 

Duringg a two months period in 1994, data were collected from 1,092 home and hospital births 

throughh structured questionnaires. Statistical significance was tested with a Mantel-Haenszel 

equationn for odds ratio's (OR) or a Fisher exact 2-tailed test. 

Results s 

Fromm 1,041 births which could be analysed, 228 (22%) occurred at home and 813 (78%) in 

hospital.. MWHs were used by 616 (59%) of all women. Women with a previous caesarean 

sectionn (OR 13.9; 095% 2.3-566) and primi parous women (OR 2.4; 095% 1.6-3.7) gave more 

oftenn birth in hospital and women with a parity of five or above (OR 0.6; 095% 0.4-0.9) gave 

moree often birth at home. 

Conclusion n 

Thee use of MWHs in Mberengwa district was instrumental to the high percentage of hospital 

births.. The MWHs were effective in improving the accessibility to obstetric care for primi 

parouss women and for women with a previous caesarean section. 
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2.4.22 Introductio n 

Inn 1987, a call to action to reduce the appallingly high maternal mortality ratios was launched 

att the Safe Motherhood Conference of the World Health Organisation in Nairobi (1). The use 

off  maternity waiting homes (MWHs) was suggested to be an adequate answer to one of the 

majorr causes of maternal and perinatal death: poor access to hospitals resulting in a delay of 

treatingg emergency childbirth complications. The purpose of MWHs is to provide a setting 

wheree high-risk women can be accommodated during the final weeks of their pregnancy near 

aa hospital with essential obstetric facilities (2). The few African studies on MWHs stem from 

Ethiopiaa and Zimbabwe and show better pregnancy outcomes among women making use of 

thesee homes (3-5). Those reports, however, are all based on hospital births, excluding women 

givingg birth at home. 

Inn rural Zimbabwe, the Evangelical Lutheran Church owns and runs three of the five 

hospitalss in the Mberengwa district. The service of MWHs had been part of their community 

programm for many years. Together with the foundation of hospitals in the district from 1915 

onwards,, simple huts (machacha) were erected as waiting homes for out-patients and pregnant 

womenn coming from remote areas. After independence of Zimbabwe in 1980, the existing 

MWHss were easily integrated in the primary health care programs and one additional waiting 

homee was opened at a government hospital. Despite the long tradition of MWHs in 

Mberengwaa district, no information on the effectiveness of MWHs was available. In order to 

assesss the functioning of MWHs within the district health system, a prospective study was 

performedd on maternal and perinatal outcome, covering all home and hospital births in the 

entiree district of Mberengwa during a two months period. Through the survey we tried to 

answerr two main questions: (1) How many pregnant women make use of the MWHs?; 

(2)) Are MWHs effective in providing a shelter for women with high risk pregnancies? 

2.4.33 Materials and methods 

Mberengwaa district in the Southern part of the Midlands Province of Zimbabwe had 185,000 

inhabitantss (6). In this district of 5,500 km2, 5 hospitals and 22 clinics were delivering maternity 

servicess (Figure 2.3). In only two hospitals instrumental vaginal and caesarean births were 

performed.. Four hospitals have been running maternity waiting homes since long. Antenatal care 

wass delivered at all health institutions. Haemoglobin levels were hardly checked, but the 

majorityy of patients was screened for syphilis. Ultrasound was not available. Transport in the 

districtt was poor, and referral possibilities from clinics to hospitals were limited. At all hospitals 
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withh MWHs ambulances were available. Women with high risk pregnancies were encouraged to 

stayy at one of the maternity waiting homes from a pregnancy duration of 36 weeks onwards. 

Anyonee wishing to stay at the maternity waiting home, however, was permitted to do so. The 

womenn brought bedding, pots and food, and cooked for themselves in a special kitchen. There 

wass no charge for services. After approval and technical support by the Medical Research 

Councill  of Zimbabwe, data were collected from all women who gave birth in Mberengwa 

district,, during a two months period in 1994. Information was obtained through structured 

questionnaires.. At every clinic and hospital an education session explaining the study and its 

questionnairee was organised. Women who gave birth at home were traced up to 3 months 

afterr delivery and interviewed by clinic nurses, outreach vaccination teams, village 

communityy workers or environmental health technicians. Women who gave birth in hospitals 

weree identified through the birth registers in these centres and interviewed up to a few days 

afterr birth by nurses or midwives on duty. The estimated birth rate was 38 per 1,000 and 

thereforee 1,172 births could be expected to occur during the study period (6). The data were 

testedd for statistical significance with a Mantel-Haenszel equation for odds ratio's (OR). The 

Fisherr exact 2-tailed test was used in case of small or zero cell counts. Statistical analysis was 

performedd using the Epi-Info package. 

2.4.44 Results 

Inn the survey 1,092 births could be traced. Because of missing data, 51 births were excluded 

fromm further analysis. From the remaining 1,041 births, 228 (21.9%) occurred at home, 795 

(76.4%)) in hospital and 18 (1.7%) at a health centre. Hospital and health centre births were 

analysedd together as hospital births. Maternity waiting homes were used by 616 (59.2%) of all 

women,, 170 (16.3%) women travelled to hospital during labour and 27 (2.6%) women were 

admittedd in one of the hospitals before the onset of labour. From 283 primiparous women, 35 

(12.3%)) gave birth at home and 248 (87.7%) gave birth in hospital (Table 2.7). 

Tablee 2.7 Antenatal stay and place of delivery for primiparous and all women 

Placee of antenatal stay Place of Primi para % Total group % 

givingg birt h n=283 n=l,041 

Homee Home 35 12.3 228 21.9 

Maternityy waiting home Hospital 195 68.9 616 59.2 

Homee Hospital 46 16.3 170 16.3 

Admittedd in hospital Hospital 7 2.5 27 2.6 
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Thee average stay at the maternity waiting home was 16 days (SD = 12.5). A mean of 2.4 Z$ 

(SDD = 7.7) was spent per day on items like food, drinks, soap or baby clothing (1 Z$= 0.1 

US$).. Women at a MWH were interviewed about their motivation to stay there (Table 2.8). 

Goodd access to medical care was the main stimulus to use a MWH for 529 women (85.9%). 

Alsoo women who gave birth at home were asked about their motivation to do so (Table 2.9). 

Lackk of money was the main reason to deliver at home for 80 women (35.1%), followed by 

unsuree gestational age for 59 women (25.9%). 

Withinn the district, 963 pregnant women (92%) had at least one antenatal visit by a 

trainedd nurse or midwife. The majority of antenatal clinic (ANC) visits started from 21 weeks 

gestationn onwards. All women who stayed at a MWH received antenatal care. Women who 

gavee birth at home were more often unbooked for antenatal care (OR 0.2; Cl9s% 0.1-0.4) than 

womenn who gave birth in hospital (Table 2.10 and 2.12). Maternal mortality occurred in two 

Tablee 2.8 Main reason for choosing a Maternity Waiting Home 

Mainn reason for  mother  n=616 % 

Goodd access to medical care 

Highh risk pregnancy 

Timee to rest 

Referredd by nurses, doctors or relatives 

Savingg money for car hire 

Missing g 

Tablee 2.9 Main reason for giving birth at home 

Mainn reason n=228 % 

Noo money to stay at or travel to a MWH 80 35.1 

Nott sure about gestational age 59 25.9 

Occupiedd by family, children, harvest or funeral 32 14.0 

Deliveredd preterm 17 7.5 

Traditionall  or religious belief 14 6.1 

Hadd planned to travel to hospital during labour 13 5.7 

Otherr reasons 11 4.8 

Missingg 2 0.9 

529 9 

33 3 

29 9 

19 9 

2 2 

5 5 

85.9 9 

5.3 3 

4.7 7 

3.0 0 

0.3 3 

0.8 8 

87 7 



Chapterr 2 

Tablee 2.10 Antenatal care enrolment 

35 5 

102 2 

50 0 

41 1 

15.4 4 

44.7 7 

21.9 9 

18.0 0 

188 8 

408 8 

180 0 

37 7 

23.1 1 

50.2 2 

22.1 1 

4.6 6 

Firstt  ANC visit Home birth , n = 228 % Hospital birth , n = 813 

<< 21 weeks 

211 - 30 weeks 

300 - 40 weeks 

Unbooked d 

Antenatall  clinic 

Tablee 2.11 Perinatal mortality by weight and place of delivery 

Birt hh weight in grams Home birth , n=228 Hospital birth , n=813 

<< 1,500 5 4 

1,500-1,9999 2 4 

2,0000 - 2,500 - 1 

>== 2,500 1 8 

Missingg 1 1 

Totall  9 18 

termm primi-gravid women who delivered at home due to postpartum haemorrhage, and in one 

grandd multiparous woman who died in hospital from cerebral malaria. No severe maternal 

morbidityy like uterine rupture was reported. In the district 27 perinatal deaths were identified. 

Perinatall  mortality did not differ significantly (OR 0.6; Cl95% 0.2-1.4) between hospital 

(22/1,000)) and home (39/1,000) births. It seemed, however, that perinatal mortality at home 

wass more often caused by severe low birth weight (Table 2.11). 

Caesareann section rate for the district was 2.5% (26/1,041) and symphysiotomy was 

performedd in 0.6% (6/1,041) of all births. The vaginal birth after caesarean section rate 

(VBAC)) was 64% (25/39). Women with a previous caesarean section (OR 13.9; CI95o/o 2.3-

566)) and primiparous women (OR 2.4; Cl95o/o 1.6-3.7) gave significantly more often birth in 

hospitall  than at home (Table 2.12). Women with at least four previous births (OR 0.6; CI95% 

0.4-0.9)) gave significantly more often birth at home (Table 2.12). Women with a previous 

postpartumm haemorrhage delivered more often at home, but the difference was not statistically 

significantt (OR 0.5; Cl95% 0.2-1.0). The number of women with a previous perinatal death did 

nott differ significantly between home and hospital births. All breeches were born in hospital 

andd twins were born more often at home, but no significant difference was reached (Table 

2.12). . 
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2.4.55 Discussion 

Withh regard to the number of women making use of MWHs in Mberengwa district, our 

surveyy showed that the concept of MWHs was a success. We observed a relatively high 

hospitall  birth rate of 78%, with approximately 60% of all women making use of a MWH. 

Surveyss in other rural areas of Zimbabwe, without the long tradition of maternity waiting 

homes,, report institutional deliveries of 40 - 49% (7). In rural Transkei without MWHs, two-

thirdd of women had delivered at home (8). It is likely that the use of MWHs in Mberengwa 

districtt was instrumental to the high percentage of hospital births. It is difficult to assess the 

effectivenesss and influence of the MWHs on good obstetric outcome. 

Onn the one hand, district health parameters like perinatal mortality, maternal mortality, 

thee number of uterine ruptures and caesarean section rate give an indication about the level of 

obstetricc care when compared to other areas in Zimbabwe and Africa. These parameters, all 

relatedd to the accessibility of care, are promising for Mberengwa district. The district perinatal 

mortalityy of 26/1,000 was low compared to a perinatal mortality ranging from 56 to 72/1,000 

att the provincial hospital and was about the same as the perinatal mortality of 30.6/1,000 in a 

districtt close to the provincial hospital with good transport facilities (9; 10). Perinatal mortality 

wass higher at home than in hospital and seemed more often to be related to low birth weight 

andd preterm birth. In rural Tanzania, a similar observation was described by Walraven et al. 

(11).. In Mberengwa, out of 9 home perinatal deaths, 7 weighed less than 2,000 gram. These 

deathsdeaths could not have been prevented by a stay in a MWH from 36 weeks onwards. Two term 

primi-gravidd women who gave birth at home died of postpartum haemorrhage and one woman 

diedd of cerebral malaria in hospital. At the time of the survey, primiparae were not considered 

ass high risk pregnancies. Uterine rupture, a frequent complication in areas with poor transport 

withoutt MWHs, did not occur (2). The caesarean section rate (2.5%) together with the 

symphysiotomyy rate (0.6%) were low and around the estimated need of 5% caesarean sections 

inn rural Africa (12;13). A lower abdominal delivery and symphysiotomy rate would have 

indicatedd that women had insufficient access to maternity care. It is likely that the MWHs in 

Mberengwaa district played an important role in preventing complications due to transport 

problems. . 

Onn the other hand, effectiveness of a MWH can be measured by its integration in the 

communityy and its ability to select high risk pregnancies. Women identified the purpose of 

MWHss very clearly, because 86% stayed at a MWH in order to have good access to medical 

care.. Lack of money was the main reason to give birth at home for 35% of women. Only 6% 
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gavee birth at home out of traditional belief, indicating that MWHs were widely accepted by 

thee community. The MWHs functioned well in selecting high risk pregnancies for giving birth 

inn hospital. Only one woman with a previous caesarean section (OR 13.9; CI 95% 2.3-566) 

gavee birth at home. Although primiparae were not officially labelled as high risk pregnancies, 

throughh self referral they gave significantly more often birth in hospital (OR 2.4; Cfe% 1.6-

3.7).. Obviously the risk selection failed for women with a parity of five or more (OR 0.6; 

Cl95%% 0.4-0.9) and for women without antenatal care (OR 0.2; Cl95»/0 0.1-0.4 ). Selection by 

maternall  height, breech presentation, twin pregnancy, previous perinatal mortality or previous 

postpartumm haemorrhage did not reach statistical significance. 

Thee MWHs are a success in Mberengwa district not only because many pregnant 

womenn (59%) use them, but they are as well effective in improving the accessibility to 

obstetricc care especially for women with high risk pregnancies. Further advancement in 

selectingg high risk pregnancies could be obtained through more health education. Obviously a 

previouss caesarean section is widely accepted as an obstetric risk factor in a future pregnancy. 

Thee antenatal visit seems the right time to review the previous birth experience and to explain 

itss implications for the coming birth. Primiparae and women with a bad obstetric history, like 

aa previous perinatal death or postpartum haemorrhage, should be stimulated to stay at a 

MWH.. Under the present circumstances, without ultrasound scans, it is not likely that better 

detectionn of twin pregnancies and breech presentations can be achieved. Improving the 

survivall  of low birth weight and premature babies would need major social, educational and 

economicc changes (14). When geographical access is a problem, however, MWHs should be 

builtt in a realistic attempt to improve obstetric outcome. 
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2.5.11 Abstract 

Objective e 

Vaginall  delivery after previous caesarean section is widely accepted in Western countries. Is a 

triall  of labour in rural Africa also safe for mother and child ? 

Studyy Design 

Inn a case control study in rural Zimbabwe the outcome of labour of 281 women who had one or 

moree previous caesarean sections was compared to 4,501 women who had no previous 

caesareann section. Maternal and perinatal mortality, the percentage of vaginal birth and factors 

relatedd to the achievement of vaginal delivery were studied. Data were tested for statistical 

significancee with a Mantel-Haenszel equation for odds ratio's. 

Results s 

Noo elective caesarean sections were performed. 124 Women (44%) out of 281 had a vaginal 

birthh after previous caesarean section. One scar rupture occurred in a woman with 

thyrotoxicosis.. Perinatal and maternal outcome did not differ significantly between cases and 

controls.. A history of more than one previous caesarean section (OR 10.0; 095% 4.4-23.8) or a 

previouss caesarean section for cephalopelvic disproportion (OR 6.2; Cl95% 3.2-12.0) increased 

thee risk for a repeat caesarean section significantly. 

Conclusion n 

AA policy of allowing all women a trial of labour after a previous caesarean section did not 

increasee adverse pregnancy outcome. It seems rational, also in rural Africa, to encourage a trial 

off  labour after one or more previous caesarean sections. 
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2.5.22 Introductio n 

Caesareann section rates have increased dramatically world wide since the 1970s (1). Extremes 

aree found in the USA where nowadays about one quarter of all births is by caesarean section. 

Feww data exist on less developed countries. It is estimated that in rural Africa approximately one 

percentt of births end in caesarean section and that only one in five women who need a 

caesareann section are actually operated upon (1-3). On the other, hand a caesarean birth rate of 

16.6%% in a provincial hospital in Zimbabwe could safely be reduced to 8% after introducing 

neww labour ward protocols (4). This suggests that some areas in Africa show a trend in 

caesareann section rates similar to the Western world. 

Inn the USA, maternal mortality rates after caesarean section range from 0.02% to 0.07%. This 

relativee safety of caesarean birth contributed much to the increase in abdominal deliveries (5). 

Inn contrast to the Western world, caesarean section in Africa is relatively unsafe. In Sub-

Saharann Africa maternal mortality rates after abdominal birth vary from 0.6% - 5% (6). From 

Zimbabwee De Muylder reported 15% major and 27% minor complications among women who 

underwentt caesarean section (7). These data illustrate that the decision to perform caesarean 

sectionn should not be taken too lightly. 

Howw should women with a history of previous caesarean section be managed? In the 

Westernn world, the safety of a trial of labour is widely accepted (8;9). In rural Africa, labour is 

monitoredd by clinical assessment only. A trial of labour should be balanced against the risk of 

uterinee scar rupture. In this study we report the evaluation of a policy to allow women a trial of 

labourr after previous caesarean section in rural Zimbabwe with regard to maternal and perinatal 

mortality,, the percentage of vaginal birth and factors related to its achievement. 

2.5.33 Material and Methods 

Mnenee Hospital in the Southern part of the Midlands Province of Zimbabwe is the district 

hospitall  caring for 185,000 inhabitants of Mberengwa district. In this area of 5,500 km2, five 

hospitalss provide delivery care. Only in Mnene hospital and one other hospital instrumental 

vaginall  and caesarean births take place. The other three hospitals refer their complicated cases 

too Mnene hospital. Antenatal care is provided in all health institutions, which include 22 rural 

clinics.. Two third of women deliver in one of the health institutions in the district and about one 

thirdd deliver at home with help from a traditional birth attendant. Haemoglobin levels are hardly 

checked,, but the majority of patients is screened for syphilis. Ultrasound is not available. 

Transportt in the district is poor, and referral possibilities from clinics and hospitals to Mnene 
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aree limited. Women with high risk pregnancies are encouraged to stay at the Mnene maternity 

waitingg home from a pregnancy duration of 36 weeks onwards. In a survey by the Ministry of 

Healthh in 1994 80% of women who had had a previous caesarean section, were estimated to use 

maternityy waiting homes. 

Alll  women with a previous caesarean section who delivered between the 1st of January 

19911 and the 31st of December 1993 at Mnene Hospital, were included in the study. Data on 

modee of delivery, indication for the previous caesarean section, obstetric history, maternal 

complicationss and perinatal outcome were obtained from medical records, delivery and theatre 

books.. All women with a history of previous caesarean section were allowed a trial of labour. 

Dataa from all women who had never had caesarean section and who delivered during the same 

periodd at Mnene hospital were used as controls. Pregnancy outcome in the control group was 

ascertainedd in the same way as in the cases. A trial of labour was defined as regular uterine 

contractionss with cervical changes taking place or premature rupture of membranes without 

contractionss within 24 hours. Oxytocin was not used to induce or augment labour. Monitoring 

off  labour was done by clinical assessment only together with a partograph (10). Deliveries were 

conductedd by nurses or midwives under supervision of medical officers on duty. None of these 

wass a specialist obstetrician, but all of them were experienced in both obstetrics and surgery. 

Nursess with a training in anaesthesia were available. Caesarean sections were mostly performed 

underr spinal anaesthesia, set by a medical officer or nurse. As medication bupivacaine, 0.5% 

solutionn in 5% dextrose, or lignocaine, 5% solution in 5% dextrose, was used. The data were 

testedd for statistical significance with a Mantel-Haenszel equation for odds ratio's (OR). The 

Fisherr exact 2-tailed test was used in case of low cell numbers. Statistical analysis was 

performedd using Epi-Info package (11). 

2.5.44 Results 

Duringg the study period 281 women (5.9%) out of 4,782 births had a history of one or more 

previouss caesarean sections. Of these, 209 (75%) had one, 57 (20%) had two and 15 (5%) had 

threee previous caesarean births. The number of caesarean sections in the total group was 465 

(9.7%),, of which 157 (34%) were repeat abdominal births. Within the district, with a birth rate 

off  3.8% (census 1992) about 7,000 deliveries were expected per year, of which two third 

deliveredd at one of the health institutions. At Mnene hospital there were about 1,500 deliveries 

eachh year. The estimation of the district caesarean section rate was calculated from the district 

annualannual reports. From the other hospital in the district performing caesarean sections, 238 

abdominall  deliveries were reported during the study period. Therefore the caesarean section rate 
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Tablee 2.13 Pregnancy outcome of women who had a previous caesarean section compared to 

womenwomen who had no previous caesarean section 

Outcome e 

Vaginall  birth 

Caesareann section 

Uterinee rupture 

Maternall  death 

Stillbirth h 

Earlyy neonatal death 

Perinatall  death 

Apgarr < 7 

Previous s caesarean n 

section n 

n n 

124/281 1 

157/281 1 

1/281 1 

1/281 1 

8/281 1 

4/281 1 

12/281 1 

7/281 1 

% % 

44.2 2 

55.8 8 

0.4 4 

0.4 4 

2.8 8 

1.4 4 

4.3 3 

2.5 5 

Noo previous 

caesareann section 

n n 

4,193/4,501 1 

308/4,501 1 

3/4,501 1 

2/4,501 1 

68/4,501 1 

64/4,501 1 

132/4,501 1 

58/4,501 1 

% % 

93.2 2 

6.8 8 

0.07 7 

0.04 4 

1.5 5 

1.4 4 

2.9 9 

1.3 3 

OR/Fisherr  exact 

0.06* * 

17.2* * 

5.4 4 

8.0 0 

1.9 9 

1.0 0 

1.5 5 

2.0 0 

Cl95% % 

(0.04-0.08) ) 

(13.2-22.6) ) 

(0.6-51.2) ) 

(0.7-88.1) ) 

(0.8-4.1) ) 

(0.3-2.9) ) 

(0.8-2.8) ) 

(0.8-4.5) ) 

**  Statistically significant 

forr the district was estimated around 3%. The majority of caesarean sections was performed 

becausee of cephalopelvic disproportion or failure to progress. 

Thee outcome of pregnancy for those who had and those who had no previous caesarean 

sectionn is summarised in Table 2.13. After a trial of labour 124 (44%) women delivered 

vaginally.. For women with a history of previous abdominal birth the chance to deliver again by 

caesareann section was 17 times higher than for women who had not experienced caesarean birth 

before.. When looking at the group of women with only one previous caesarean section, 116 

(56%)) delivered vaginally (Table 2.14). Maternal death, low apgar score (< 7), and perinatal 

deathh did not differ significantly between the two groups (Table 2.13). One woman in the 

previouss caesarean section group died of uterine rupture: she had two vaginal births after a 

previouss caesarean section. She was admitted with thyrotoxicosis and in an attempt to avoid 

anaesthesia,, labour was augmented with oxytocin. Suddenly she developed signs of uterine 

rupture,, and died during surgery. 

Thee relation between the obstetric history of women with a previous caesarean section 

andd the outcome of a trial of labour is illustrated in Table 2.14. Out of 72 women with more 

thann one previous caesarean section 64 (89%) and out of 91 women with a previous caesarean 

sectionn for cephalopelvic disproportion (CPD)/failure to progress (FTP) 75 (82%) delivered by 

repeatt caesarean birth. These caesarean birth rates were significantly higher than for women 

withh only one previous caesarean section (OR 10.0; CI 95% 4.4-23.8) or women with no 
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Tablee 2.14 Obstetric history of women who had a previous caesarean section in relation to the 

outcomeoutcome of a trial of labour 

Obstetricc history Outcome tria l of labour  is repeat caesarean section 

nn % OR CI»./. 

AllAll previous caesarean sections (n = 281) 

Previouss caesarean section > 1 (n = 72) 

Previouss caesarean section = 1 (n = 209) 

Previouss caesarean section for CPD/FTP (n = 91) 

Previouss caesarean section for other reasons (n = = 190) 

Previouss SVD(n= 109) 

Noo previous SVD(n= 172) 123/172 72 0.2 0.1-0.3 

64/72 2 

93/209 9 

75/91 1 

82/190 0 

34/109 9 

123/172 2 

89 9 

44 4 

82 2 

43 3 

31 1 

72 2 

10.00 4.4-23 i 

6.22 3.2-12.0 

OnlyOnly para I (n = 113) 

Previouss caesarean section for unknown reason (n = 38) 14/38 37 

Previouss caesarean section reason known (n = 75) 57/75 76 0.2 2 0.1-0.5 5 

OnlyOnly para f (n= 75) 

Previouss caesarean section non recurrentb (n = 20) 10/20 50 

Previouss caesarean section for CPD/FTP (n = 55) 47/55 85 0.2 2 0.1-0.6 6 

'' Thirty-eight women with an unknown reason for the previous caesarean section were excluded 

'' Non recurrent: e.g. prolapsed cord, fetal distress or breech. 

historyy of CPD/FTP (OR 6.2; CI 95% 3.2-12.0). Repeat caesarean birth was significantly 

decreasedd (OR 0.2; CI 95% 0.1-0.3) after a prior vaginal delivery (34/109, 31%) versus no prior 

vaginall  delivery (123/172, 72%) and after previous caesarean section for a non recurrent cause 

(10/20,, 50%) versus CPD/FTP (47/55, 85%) (OR 0.2; CI 95% 0.1-0.6). Also women with an 

unknownn indication for the previous caesarean section (14/38, 37%) had significantly less 

chancee to deliver by repeat caesarean section (OR 0.2; CI 95% 0.1-0.5) than women with a 

knownn indication (57/75, 76%). Eight women (2.8%) with previous caesarean section delivered 

aa child in breech presentation. Two stillborn breeches were delivered vaginally. Six breeches 

weree delivered alive, five abdominally, and one vaginally (3,550 gram). Four women with 

previouss caesarean section were expecting twins. Three of them delivered by caesarean section, 

onee deliveredd vaginally. 
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Tablee 2.15 Details on perinatal deaths among 281 women who had a previous caesarean section 

Informatio nn on mother  and child Mode of delivery NND SB 

Infarctionn placenta, postterm, 2,460 gram, PI 

Apgarr > 7, sudden death, 2,320 gram, > PI 

Premature,, 1,320 gram, > P1 

Premature,, 1,020 gram, > PI 

Breech,, 1,700 gram, PI 

Breech,, 1,185 gram, > PI 

Rupturee of uterus, 2,660 gram, > PI 

Cordd prolaps, 3,500 gram, > PI 

Abruptioo placentae, 2,120 gram, > PI 

Maceratedd SB, 1,530 gram, > PI 

Freshh SB, 3,920 gram, > PI 

Freshh SB, 3,980 gram, > PI 

PII  = one previous delivery which was a caesarean section; > PI = multipara 

Perinatall  mortality of children from women with previous caesarean section is shown in Table 

2.15.. Case 7 is the new-born of the woman described above with thyrotoxicosis. This adverse 

outcomee of both mother and child was the only one, directly related to the policy of a trial of 

labour. . 

2.5.55 Discussion 

Inn our hospital one in 17 women presented with a history of previous caesarean birth, which 

illustratess the need for a protocol of labour following caesarean section. A study in Gweru, 

Zimbabwe,, indicated that women who experienced a caesarean section have reduced 

compliancee to health care in subsequent pregnancies; more frequently they failed to attend 

antenatall  clinic or even opted for unsupervised home delivery (12). In order to promote hospital 

delivery,, women with a previous caesarean section generally were allowed a trial of labour. Our 

resultss suggest that this policy did not result in significantly higher maternal or perinatal 

mortalityy rates. The only death of a woman with a previous caesarean section occurred in a 

womann with thyrotoxicosis. This woman sustained the only scar rupture in our series. Perinatal 

mortalityy in births to women with a previous caesarean section (43/1,000) was not significantly 

differentt from that to women without a previous caesarean section (29/1,000). Of the 12 women 

withh a perinatal death, 3 cases (1,11 and 12) might have gained from elective caesarean section. 

CS CS 

cs s 
VD D 

CS CS 

VD D 

VD D 

CS CS 

VD D 

CS CS 

VD D 

VD D 

VD D 
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Itt is not likely, however, that allowing all women a trial of scar had a negative influence on 

perinatall  outcome. 

Thee issue whether a uterine scar can bear the constraints of subsequent labour has arisen 

inn many rural African hospitals, resulting in several reports. Our results are in agreement with 

mostt studies from Sub-Saharan Africa (Table 2.16). The overall maternal mortality of 3 per 

3,0055 (0.1 %) seems surprisingly low in relation to reported mortality figures of 0.6 - 5% after 

caesareann section (6). This may be put forward as evidence of the relative safety of a trial of 

labour.. There can be, however, a publication bias of studies with the best outcomes, which may 

accountt for a lower maternal mortality in this overview than in reality occurred. The criteria to 

performm elective caesarean section differed from study to study. Studies with more elective 

caesareann sections (13-15) did not have better maternal or perinatal outcome than studies with 

feww elective operations (16-18). In studies with more elective operations a trial of labour is 

oftenn more successful ((vaginal delivery/trial of labour) x 100). After combining all studies of 

Tablee 2.16, the median vaginal delivery rate following previous caesarean section is 45% (range 

26%% to 75%). 

Ourr results indicate that, even under the conditions of a rural African hospital, a trial of 

labourr in women who had a previous caesarean section is relatively safe when compared to the 

outcomee of pregnancy in women who had no previous caesarean section. At Mnene hospital the 

necessaryy early observations during labour were possible due to the existence of a maternity 

waitingg home. Women with a history of more than one previous caesarean section or a history 

off  CPD were significantly more at risk of repeat abdominal delivery. Less than 20% of them 

deliveredd vaginally. However a study from Chicago supports allowing a trial of labour for 

womenn with more than one previous caesarean section, even when the indication for the 

primaryy operation was dystocia (19). Performing elective pre-labour caesarean section in all 

thesee women might sometimes result in iatrogenic preterm birth, because often gestational age 

iss not really known. Even with gestation at term the incidence of respiratory morbidity was 

reportedd to be significantly higher for babies born before the onset of labour (20). Therefore, it 

seemss rational to encourage a trial of labour following one or even more than one previous 

caesareann section. 
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